This 24-day-old infant boy was the second born of a 36-week twin gestation delivered at an outlying hospital by spontaneous vaginal delivery after a pregnancy complicated only by mild maternal preeclampsia. His nursery course was unremarkable. Physical examination at 2 weeks of life was within normal limits, and an elective circumcision was then performed without difficulty at his community hospital. Over the 2 days following the circumcision, his mother noted increased redness in the groin area; on day 3, peeling of the skin of the scrotum and penis were evident. On day 4 after circumcision, the patient was febrile and was seen by his primary physician. Rectal temperature at this time measured 38.3°C. Blood and urine cultures were performed. Lumbar puncture was unsuccessful. The infant received intravenous (i.v.) antibiotics and was transferred to the neonatal intensive care unit for further management of suspected staphylococcal scalded skin syndrome (SSSS). His vital signs on admission revealed a rectal temperature of 37°C, a heart rate of 200 beats/min, a respiratory rate of 50 breaths/minute, and blood pressure of 104/69 mm Hg. Physical examination at this time was notable for erythematous and tender skin with sloughing over the entire body but was otherwise unremarkable (Figure 1, A and B) . Skin cultures and a skin biopsy of the affected area were performed on admission. Topical therapy with Vaseline and Aquaphor was initiated. Systemic antibiotic therapy included i.v. vancomycin (15 mg/kg i.v. every 12 hours) and gentamicin (2.5 mg/kg i.v. every 12 hours). Blood and urine cultures obtained at the referring hospital showed no growth at 3 days, and many colonies of Staphylococcus aureus were identified on the admission skin culture. Antibiotic therapy was then changed to i.v. nafcillin (50 mg/kg i.v. every 8 hours). Skin biopsy revealed a plane of separation in the region of the granular cell layer of the epidermis consistent with SSSS. Pain was controlled with morphine (0.05 mg/kg i.v.) and subsequently with acetaminophen (20 mg/kg orally every 4 hours). The patient's cardiorespiratory status remained stable, and oral feedings of human milk and/or standard infant formula were continued from admission. By day 3 of hospitalization, the patient was feeding well; however, a 10% weight loss from admission was noted, and supplemental i.v. fluids at 100 ml/kg per day were started to supplement oral feedings. On day 5, the patient became edematous and had several episodes of emesis; blood cultures were redrawn, and the abdominal x-ray was interpreted as normal. On day 7 of hospitalization, the patient developed acute onset of pallor, abdominal distention, and irritability. Hemoglobin measured at 5.3 gm/dl, and the abdominal radiograph revealed evidence of free intraperitoneal air. He was stabilized with red blood cell transfusions and oxygen and emergently taken to the operation room, where a clean, round, 7-to 8-mm isolated perforation of the first part of the duodenum was identified and closed with an omental patch. Associated surgical findings included 
human milk and/or standard infant formula were continued from admission. By day 3 of hospitalization, the patient was feeding well; however, a 10% weight loss from admission was noted, and supplemental i.v. fluids at 100 ml/kg per day were started to supplement oral feedings. On day 5, the patient became edematous and had several episodes of emesis; blood cultures were redrawn, and the abdominal x-ray was interpreted as normal. On day 7 of hospitalization, the patient developed acute onset of pallor, abdominal distention, and irritability. Hemoglobin measured at 5.3 gm/dl, and the abdominal radiograph revealed evidence of free intraperitoneal air. He was stabilized with red blood cell transfusions and oxygen and emergently taken to the operation room, where a clean, round, 7-to 8-mm isolated perforation of the first part of the duodenum was identified and closed with an omental patch. Associated surgical findings included 15 to 20 ml of clotted blood within the peritoneum. The patient returned to the intensive care unit, where he received additional antibiotics and parenteral nutrition. Cimetidine at 40 mg/kg per day was administered. His condition continued to improve until his discharge on day 18 of hospitalization. At the time of discharge, his skin was almost completely healed, with mild residual erythema and residual excoriations of both heels. The patient did not receive systemic or oral steroid therapy at any time before or during hospitalization. Discussion SSSS, also known as Ritters' disease, is an exotoxin-mediated disorder that is most commonly seen in children under 5 years of age.
1,2 Mortality rates for SSSS are Ͻ4% in children; rare cases in adults may carry a mortality rate of Ͼ50%, usually secondary to an associated coexisting condition. 3 The relatively impaired neonatal renal function particularly places the newborn infant at high risk because of delayed clearance of the bacterial exotoxin. 4 The incubation period for SSSS is 1 to 10 days. 5 A macular, erythematous rash is the first sign of the disease, often associated with irritability and fever. Within 2 days of onset, the skin will demonstrate the Nikolsky sign, in which the application of a shearing force produces a blister and a separation of the skin at the basal layer. Flaccid bullae are present and filled with serous fluid. Large sheets of skin will separate, especially in the intertriginous areas. Peeling becomes generalized over the next few days, leading to crusted and dry areas. Eventually, full re-epithelialization occurs in 1 to 2 weeks, and there is no permanent dermatologic sequelae.
The differential diagnosis of SSSS includes toxic epidermal necrolysis, streptococcal scarlet fever, Stevens-Johnson syndrome, Kawasaki's disease, erythema multiforme, and bullous impetigo. Histopathologically, the diagnosis of SSSS is characterized by superficial, noninflammatory separation of the epidermis occurring in the upper granular cell layer. The clinical diagnosis of SSSS, however, may be made by the appearance of superficial peeling with relative sparing of the mucus membranes. 6 The absence of a target iris lesion, lack of strawberry tongue, and negative throat culture make the diagnosis of erythema multiforme and scarlet fever much less likely. The treatment for SSSS includes a penicillinase-resistant antibiotic, supportive measures using burn cradles, fluid and electrolyte maintenance, avoidance of systemic steroids, and nonstinging emollient cream later in the course of the disease.
Curling's ulcer is an ulceration of the stomach or duodenum that occurs in high-physiologic stress states such as extensive superficial burns, shock, surgery, sepsis, and severe traumatic injury. 7 Ulcers caused in association with intracranial pathology or intracranial surgeries are considered Cushing's ulcers. Both of these ulcers are commonly referred to as stress ulcers. 8 Respiratory and cardiac insufficiencies can complicate management. 9 This type of ulcer increases in frequency with an increase in the percentage of body surface area involved in a burn. 8, 10 Risk factors for stress ulcers include trauma, hypotension, respiratory and renal failure, sepsis, jaundice, recent surgery, and burns. 7 High-stress conditions that have been documented previously as causing stress ulcers in infants include cyanotic heart disease, gastroenteritis, and pneumonias. 11 Other high-stress conditions to consider include respiratory failure, confirmed sepsis and shock, perioperative states (e.g., omphalocele and gastroschesis), and major surgery.
The etiology of Curling's ulcers seems to be related to alterations of the intestinal mucosal surface. Multiple factors are involved, including the effects of ischemia on gut mucosa, decreased mucosal renewal, and the effects of acid pepsin and lysosomal enzymes on the disrupted mucosal lining. 12 Prophylactic therapy for Curling's ulcers includes the use of H 2 antagonists, sucralfate, and antacids. The complication of Curling's ulcer associated with SSSS has not been reported previously in a neonate. This case should alert physicians to consider the use of prophylactic measures to prevent Curling's ulcers in the treatment of SSSS or other high-stress conditions in the neonate.
